Introduction: Currently, there is no consensus on dementia diagnostics in adults with intellectual disabilities (ID). There are three types of assessments available: direct cognitive tests, test batteries, and informant reports. Methods: A systematic literature search was conducted in four databases yielding 9840 records. Relevant studies were identified and selected using predefined inclusion and exclusion criteria and then coded and classified according to assessment type. This was completed by two independent researchers, with a third consulted when discrepancies arose. The review collates diagnostic instruments and presents strengths and weaknesses. Results: Overall 47 studies met the search criteria, and 43 instruments were extracted from the selected studies. Of which, 10 instruments were classified as test batteries, 23 were classified as direct cognitive tests, and the remaining 10 were informant reports. 
Introduction
An intellectual disability (ID), similar to the UK specific term learning disability, onsets during the developmental period and is characterized by impairments of general mental abilities that impact adaptive functioning in three main domains: conceptual, social, and practical (American Psychological Association, 2013). [1] Various studies discussed throughout this review refer specifically to Down syndrome (DS). This is the most common genetic ID disorder seen in clinical practice. DS is caused 94% of the time by nondisjunction of chromosome 21 and 3%-5% of the time by translocation. The IQ of people with DS falls within the mild to moderately severe ID spectrum [2] .
The life expectancy of individuals with ID is increasing due to improvements in medicine and living circumstances [3, 4] . Individuals with mild ID are even experiencing life spans equal to those of the general population [5] . Adults with ID are subsequently in a position where age-related illnesses are becoming a greater concern. The most notable of these illnesses is dementia, for which an individual's age is the strongest risk factor (e.g., Daviglus et al [6] ). Dementia of the Alzheimer's type is a cognitive impairment that gradually onsets, is progressive, and leads to interference with social and occupational functioning [7] . Dementia can be caused by a variety of underlying pathology. For example, Alzheimer's disease (AD) [8] consists of amyloid plaques and neurofibrillary tangles in the cerebral cortex, temporal lobe cortex, and hippocampus, among other brain areas [9] .
Furthermore, individuals with ID often experience onset of aging characteristics earlier than in the general population [10] , and this is reflected in age of dementia diagnosis. Onset of dementia usually occurs among older adults over the age of 65 years; however, in individuals with DS, onset is usually around the early 50s [11] .
The literature has shown substantial conflict in prevalence estimates of dementia in ID populations with and without DS when compared to the general population. Dementia has been shown to be common in older adults with ID but prevalence rates reported differ according to the diagnostic criteria applied [12] . It was found that diagnoses of dementia are substantially higher than in the general population, for people who have ID but do not have DS [13] . 21 .6% of participants were diagnosed with dementia, compared to 5.7% that was expected in a non-ID group with this age structure. This was further supported by Strydom et al. [14] who highlighted the incidence rate of dementia in ID to be five times higher than that of older adults in the general population. Other studies have shown prevalence rates to only be comparable or higher than in the general population (e.g., Strydom et al. [15] ). Opposing studies have shown risk of dementia to be equivalent to or lower than in the general population (e.g., Zigman et al. [16] ). The variety in prevalence estimates further highlights the divergence in the understanding and application of dementia diagnostics for individuals with ID.
Stronger evidence has been established regarding dementia rates in individuals with ID and DS. Incidence of early-onset dementia of the Alzheimer's type has been shown to be higher than in the general population (e.g., Bush et al. [17] ). Genetic findings have suggested that owing to the complex etiology of DS and the triplication of the amyloid precursor protein gene on chromosome 21, DS could be considered a model of early-onset dementia [18] . Almost all adults with DS over the age of 35-40 years show neuropathologic changes characteristic of AD [19] , including senile plaques and neurofibrillary tangles. Although this does not necessarily reflect a clinical diagnosis, genetic evidence has merely begun to highlight similarities between the neuropathology of the two conditions. Unsurprisingly however, individuals with DS in many cases have been shown to be at higher risk of developing Alzheimer's disease than the general population (e.g., Nieuwenhuis-Mark [20] ).
There is a need for further clarification of the difference in prevalence rates between the three populations, individuals from the general population with no pre-existing impairment, individuals with ID but without DS and individuals with ID and DS. Regardless of comparisons to the general population, evidence does show that the prevalence rates of dementia in ID increase dramatically between the ages of 40 and 60 years [21] . Therefore, dementia diagnostic assessments should be targeted at this age group or before.
Diagnosing dementia can be an incredibly difficult and complicated process. This is remarkably more complex in individuals with ID, as dementia and related pathology is manifested in areas of functioning that are, more than likely, already impaired by the intellectual disability [22] ; thus leading to inherent difficulties in assessing cognitive functioning to aid with dementia diagnostics in people with ID [21] . There is no agreement in the literature or in practice on how dementia diagnosis should be informed in ID populations (e.g., Moran et al. [23] ).
Assessments within the general population that build up a picture to aid the clinician when diagnosing dementia involves direct cognitive tests that indicate progressive cognitive decline in areas such as short-term and long-term memory, orientation, communication and mood, among others. But these tests are frequently not appropriate for individuals with ID as they often require abilities that individuals with ID may find more difficult due to their pre-existing impairment. The tests are not often developed for use in ID populations, and therefore, they do not reliably screen for dementia in this group [24] . Moreover, there are no normed data for this population, and thus, results cannot be interpreted meaningfully [23] . Consequently, floor effects are often observed on the chosen test and problems of accuracy in diagnosis ensue. There are three potential assessment methods that practitioners can apply to help inform diagnosis. These include a single test that directly assesses the individual's cognitive functioning, a test battery which comprises of multiple tests that assess a range of cognitive functions and lastly, informant reports which are completed by a carer or close relative who can report on the individual's functioning.
This review aims to collate existing instruments used in the diagnosis of dementia in individuals with ID. The instruments will then be coded according to whether they are (1) a direct cognitive test, (2) informant report, or (3) a test battery. The review will then discuss the benefits of each type of test. This review shall build on previous reviews by presenting an up to date overview of the instruments available, as well as discussing instruments that have been proposed for diagnostics in adults with ID but have yet to be established as such. This could include instruments that are designed for use in the general population, in the intellectually disabled populations or in people who have already been diagnosed with dementia. This review will therefore help clinicians to extend their knowledge of the potential cognitive assessments available as well as discuss non-cognitive assessments being used and give recommendations based on previous literature.
Methods

Literature search
A systematic literature search was conducted in four databases: PubMed, Science Direct, Google Scholar and PsycInfo. These databases were selected due to the depth and breadth that they offer in literature searching and their relevance to the reviewed topic. The search string included various terms for (1) the measure of interest (e.g., Alzheimer's disease, Dementia, Dementia of Alzheimer's type) and (2) the output of interest (e.g., diagnosis, assessment, instrument, screening tool). The search was performed once for the (3) specified population (e.g., intellectual disability, learning disability, mental retardation) and again for (4) Down syndrome, due to the well documented increased risk of dementia of Alzheimer's type in this subgroup of individuals with ID. Table 1 shows the logic of the search strategy. References of included studies were also hand-searched, to include further relevant studies. Both English and non-English publications were sought after. However due to searches being conducted in English only, publications that had been originally written in English or translated into English were able to be included.
Relevant studies were identified and selected using the following inclusion criteria. Identified studies should be suitable dementia assessments for individuals with ID; this included informant reports, independent direct cognitive tests, or test batteries. Test batteries were included with both cognitive assessment and noncognitive assessment reported by an informant. Direct cognitive tests that are not yet used for dementia assessment but test a specific aspect of cognitive functioning like memory, intelligence, or orientation in an intellectually disabled population were included. Participants in selected studies included participants with ID that were classified as mild, moderate, severe, with or without the presence of DS. Included studies compared individuals with ID to individuals with ID who had already been diagnosed with dementia. Reviews, guidance documents, and dissertation projects were included when they pertained to the topic to consider and build on previous findings. These publications included discussion of dementia diagnostics in ID, instruments used for cognitive assessment, informant reporting for the purpose of dementia assessment, and guidance documents regarding dementia diagnostics or assessment in individuals with ID.
Studies were excluded if the instruments presented were not suitable for use in ID or DS populations. The instrument did not need to have been used for the purpose of diagnosis as of yet, but if it had been shown to be tolerated well by participants with ID and had been suggested for use in dementia assessment, then it was considered in this review. Diagnostic checklists and criteria were excluded as this review aimed to assess instruments that assess an individual with ID's functioning, either via an informant or directly, to aid the practitioner to complete checklists and criteria for dementia diagnosis. Checklists, although helpful when making the final decision regarding diagnosis, require heavy input from trained clinicians. This review sought to identify assessment methods that can be completed before input from the clinician as this will give the opportunity for diagnosis to be made more efficiently. Likewise, medical tests or studies focusing on biological or genetic markers were also excluded, due to their differential emphasis in the diagnostic process. Studies looking at interventions and treatments were also excluded due to lack of relevance to the diagnostic process.
Extraction of information and coding of instruments
Instruments were extracted from included studies and coded according to whether they were (1) an independent direct cognitive test completed by the individual, (2) an informant report completed by a carer or consultee on behalf of the individual or (3) a test battery consisting of multiple tests. Instruments were then put into the table that corresponds with the given code. Therefore if an instrument was coded as a direct cognitive test then it was placed into Table 2 . Informant reports were added to Table 3 , and finally Test batteries were placed into Table 4 . Test batteries contain many different independent direct cognitive tests and informant reports, if the instrument was included in a battery it was described in Table 4 , although it may be applicable to Table 2 or 3, this is to avoid repetition, so when considering which instrument to use do bear in mind that individual tests contained within test batteries are also available (see Table 4 for references). Instruments were further coded to highlight the level of ID and whether DS was present during the specified study. Tables therefore are displayed with non-DS participants denoted first, starting with mild ID, then moderate, and finally severe. After this, studies that compared ID participants without DS to participants with equivalent level of ID and DS as well. Finally, the tables displayed studies conducted with participants who have ID and DS. Selection and coding of studies were completed by two independent researchers (JEK, SS), with a third independent researcher consulted when discrepancies arose (RD).
Results
Results of the literature search
The literature searches conducted in all four databases yielded a total of 9840 studies. After excluding duplicates, screening titles and abstracts, 74 studies remained. These were assessed in full text, a further 34 studies were excluded at this point for not meeting the inclusion criteria. Thirty-six studies remained, and their references were hand searched A total of 44 instruments were found in the 47 included studies. There were 33 instruments to be completed by the individual and 11 to be completed by the carer or consultee. Of the 33 tests completed by the individual, 10 test batteries were identified, and 23 independent direct tests were identified. In the following sections, the instruments extracted are described in further detail.
Direct cognitive tests
During the literature search, 23 instruments coded as direct cognitive test batteries were identified; these are listed in Table 2 . They each assess an aspect of cognitive functioning hypothesized to be associated with dementia, and therefore useful to assess when considering making a diagnosis. Various aspects of memory were the most frequently tested cognitive function. Memory domains included visual recognition, visual spatial, explicit, recall, and cued recall. Numerous tests sought to take a snapshot of overall cognitive functioning and mental status. Alternatively individual cognitive domains assessed included learning, various aspects of language, object recognition, executive function, and intelligence, among others. Many tests still incurred floor effects when participants were classed as having severe ID, reducing the tests potential for practical usage (e.g., PCFT [42] ; MMSE [48] ; CAMCOG [50] ). The comments column in Table 2 denotes when a test has encountered this problem.
Informant reports
The informant reports highlighted by the studies in this review are detailed in Table 3 . A total of 11 informant reports were reviewed. The informant reports nearly all assessed either behavior, dementia status, or daily functioning. These are noncognitive symptoms of dementia that indirectly indicate changes in cognitive functioning. When the participant is classed as having severe ID, these methods are more favored, as they do not require the individual to complete any tests that they may potentially find distressing. All informant reports in Table 3 were shown to be effective during the dementia diagnostic procedure, except for the Activities of Daily Living Questionnaire (ADL [54] ), which was shown to not be effective in this population [55] . The Dementia Questionnaire for Mentally Retarded people (DMR [56] ), which has been renamed at the Dementia Questionnaire for people with Learning Disabilities (DLD [57] ) and Adaptive Behaviour Scale (ABS [43] ) was highlighted to be most effective when used together, as they can cover a wide range of factors affected by dementia. This suggests that both adaptive behavior and general cognitive functioning that are assessed with these two scales are implicated in dementia diagnosis. None reported in first study -reliability studies did follow.
-Pyo et al. [28] showed good reliability on the Autobiographical memory and Orientation tests. -Pyo et al. [73] only looks at orientation and shows significant differences between DAT group and controls but Orientation tests alone are not reliable for diagnosis. -Pyo et al. [76] showed autobiographical memory tests to be reliable. 
Test batteries
There were 10 test batteries identified in the literature search; which are listed in Table 4 . Of these 10 batteries, four were designed for individuals with ID and five for individuals with Down syndrome. The remaining battery was designed for individuals in the general population who are already severely demented, rather than for use as an assessment battery. Eight of the batteries contained sections for informant reports as well, whereas two of the batteries chose to focus on just the participant's cognitive abilities. The test batteries varied in length from 20 minutes (severe impairment battery), up to 4 hours (Das Naglieri Cognitive Assessment System). Table 5 shows the other studies reviewed. Although these studies did not present specific instruments, they discussed instruments available and presented their recommendations for diagnosis of dementia for people with ID and Down syndrome. Overall seven other studies were assessed, of which five were classed as literature reviews and two were classed as recommendation or advise documents, issued with the intention of informing practitioners of which route to take when diagnosing dementia in people with ID. All the documents agreed that a consensus should be reached to further research and benefit clinical practice. Many of the studies also highlighted how crucial longitudinal use of the chosen screening instrument is to accurately inform diagnosis [113] further argues for individually tailored assessment techniques to be employed, as many of the studies noted that the variability in cognition of individuals with ID makes it almost impossible to recommend one set instrument. Therefore selecting appropriate tests for the individual is key. Some studies also note the use of a multidisciplinary approach to most successfully inform diagnosis. This requires obtaining knowledge of the patient's history and making observations of not only their cognitive functioning, but also emotional, motivational and daily functioning.
Other studies assessed
Discussion
Summary
In this review, instruments that are used in the assessment of dementia in individuals with intellectual disabilities (IDs) were systematically collected and described. This review also presents information regarding the available instruments in a more accessible and condensed form for clinicians to use to inform decisions regarding dementia diagnostics for individuals with ID. Furthermore, strengths and weaknesses of each type of instrument were discussed.
The three categories of diagnostic instruments presented are direct cognitive tests, informant reports, and test batteries. Previous reviews agree that consensus needs to be reached to advance assessment of dementia in ID (e.g., Zeilinger et al. [24] ). Clinicians currently lean toward using instruments that they are previously familiar or comfortable with; however, this has resulted in disparity in the instruments being used across clinical settings. By reaching a consensus, benefits will not only be seen in assessment efficiency and communication between health professionals but also in treatment. Earlier treatment has been suggested to maintain the highest possible level of cognitive functioning, whereas dementia is mild [114] .
Many studies agreed that memory impairment is crucial to dementia diagnosis and therefore included assessments of various aspects of memory in their recommendations of instruments. Some studies chose to assess other cognitive domains either in conjunction with memory assessments or instead of, for example, tests of orientation, language, United States Literature review -While the intellectual and developmental disabilities field has for some time recognized the need to develop best-practices for the diagnosis of MCI and dementia, there remains a pressing need for empirically based assessment methods and classification. Nagdee (2011) [110] South Africa Literature review -In patients with ID, standard clinical methods need to be supplemented by careful, longitudinal behavioral observations and individually tailored assessment techniques. Co-morbidity, multiple biological, psychological, and socio-environmental factors, and complex interactions among events, are the reality for many aging people with ID. Determining the various influences is often a formidable clinical task but should be systematically carried out using medical, cognitive, behavioral, neuropsychiatric, and psycho-social frameworks. Strydom et al.
(2003) [111] UK Literature review -The most promising informant-rated screening tool in most adults with ID including Down syndrome (DS) diagnosis is the Dementia Questionnaire for Persons with Mental Retardation (DMR). However, sensitivity in single assessments is variable, and cut-off scores need further optimization. In those with DS, the Dementia Scale for Down Syndrome (DSDS) has good specificity but mediocre sensitivity. The Test for Severe Impairment and Severe Impairment Battery are two direct assessment tools that show promise as screening instruments but need further evaluation. Suh (2013) [112] Hong Kong Advise document -Discusses a method for viewing statistical analyses of diagnostic screening tool results.
-Values clinical judgment and advises that we adhere to 2 standard deviations away from population norm as cutoffs rather than a set score. As this will reduce false biases and false negatives and allow common sense to override whether pathology is present there.
intelligence, executive functioning, to name a few. Although the study by Crayton et al. [97] observed a similar clinical progression in the participants with ID and dementia that is often seen in individuals with dementia but no pre-existing ID, the numerous different cognitive domains tested in the included studies highlight how onset, course, and progression of dementia can notably differ from person to person. With this in mind, it is vital to consider the level of intellectual disability that the instrument will be most suitable for assessing. It is important to also note that instruments often differ in their applicability to clinical or applied settings. All instruments discussed can be administered in both settings; however, some instruments are better suited to one setting or the other. In any case, level of distraction, how comfortable the participant is, length of the test, and accuracy of information gathered always need to be considered when deciding where to administer various instruments.
Direct cognitive tests
Evaluation of the direct cognitive tests showed many instruments that are appropriate for application with people who have ID. Studies assessed a variety of levels of ID, DS only, as well as comparing participants with DS to individuals with equivalent level of ID but no DS. Therefore, the instruments assessed present a range of levels of ID and could be applicable across the population, if administered correctly.
Multiple studies indicated good clinical utility for the Dementia Rating Scale (DRS [26] ) and the Downs Syndrome Mental Status Exam (DMSE [41] ). Furthermore, the study by McCarron et al. [40] commented that the DMSE was particularly useful in detecting cognitive changes 1 year before dementia diagnosis and therefore could prove useful in early detection. Studies looking at the DRS only included a total of 147 participants [25, 36] , whereas studies looking at the DMSE included 362 participants [40, 47] . Therefore, to further support the findings of these studies, more research will need to be completed using the DRS, particularly in a larger sample size. No studies evaluated showed the DRS or the DMSE to be unsuitable for dementia diagnostics in ID. Both instruments were used in applied and clinical settings in the reported studies, indicating their flexibility in application and therefore good potential for use in informing dementia diagnostics.
Additionally, the modified version of the Selective Reminding Test (SRT [35] ) was shown to have good utility in early detection, picking up cognitive changes between 1 and 3 years before dementia diagnosis [33] . Although there were no studies opposing this conclusion, this was only shown in one study of 155 participants; therefore, further research is required to support the clinical utility of the SRT.
Discrepancies in the effectiveness of the mini mental status examination (MMSE [49] ) and the test for severe impairment (TSI [29] ) arose. For example, the study by Boada et al. [53] was able to show the MMSE discriminated effectively between people with ID and people with ID and dementia.
Similarly, Tyrrell et al. [46] replicated findings using the TSI. However, studies are inconsistent as Deb et al. [48] found the MMSE to show no significant difference between people with ID with and without dementia. Pyo et al. [27] also found no significant difference with the TSI.
The direct cognitive assessments shown to be most effective in this literature review included the DRS, DMSE, and SRT; however, each requires further assessment in larger sample sizes. Several studies noted the importance of tests being administered longitudinally, as there are no normative data for individuals with an ID as of yet. If used longitudinally clinicians can observe any cognitive decline, which could be very informative and necessary for making a decision regarding dementia diagnosis. Having said that, Margallo-Lana [115] highlighted findings that longitudinal follow-up is not useful in people with severe ID. So, test selection needs to be carefully tailored to the level of functioning of the individual and the setting in which the testing can take place.
Informant reports
Instruments classed as informant reports evaluated noncognitive concepts, such as activities of daily living and functioning, as individuals with dementia find many activities of daily living difficult due to decline in episodic memory [116] . Informants are often in a good position to observe these changes. Furthermore, informants reporting on everyday functioning, prospectively or retrospectively, are much more effective than reporting on changes in memory [117] . These noncognitive concepts have also been shown to hold greater significance to individuals with ID and their carers than evaluation of cognitive changes [118] . Although the effectiveness of informant reports often varies from study to study (e.g., Jozsvai et al. [119] ), in the studies reviewed here, informant reports were shown overall to be an effective way of aiding in dementia diagnostics. As informant reports are not completed by the participant, they are exceedingly suitable for individuals who have severe ID. A variety of both clinical and applied settings were used in the reviewed studies and no studies commented on the setting being inappropriate for the assessment, but again level of distraction and accuracy of data do always need to be considered when deciding where to administer instruments.
In all the studies that compared informant reports to direct cognitive tests, informant reports were shown to be more effective than cognitive assessments [40, 42, 48] . The Daily Living Skills Questionnaire (DLSQ [67] ) was noted to be effective in early detection, showing changes indicative of dementia 3-4 years before diagnosis. The Dementia Screening Questionnaire for Individuals with Intellectual Disabilities (DSQIID [60] ) was administered to 848 participants across numerous reviewed studies and each found the questionnaire to be informative. However, the study by Lin et al. [55, 65] did note that other demographic factors that influence dementia status do need to be considered alongside DSQIID administration.
Results on the Activities of Daily Living Questionnaire (ADL [54] ) were better explained by disability level and comorbidity than dementia status, and therefore, this was the only informant report reviewed to be shown to be unsuitable for use in dementia diagnostics for people with ID.
Test batteries
Test batteries reviewed contained a variety of instruments including both direct cognitive tests and informant reports. All batteries reviewed were effective in discriminating between ID dementia cases and ID controls, and none described floor effects, indicating promise for clinical utility. However, Jozsvai et al. [104] found the Boston Naming Task (BNT [78] ) and the Block Design Test (BD from WISC-R [93] ) contained in their test battery to be most affected by aging. Thus, these two tests were shown to have least diagnostic utility out of the battery. So, if a practitioner was to select this test battery, it is advised that these tests be removed.
The Cognitive Computerized Test Battery for Individual's with Intellectual Disabilities (CCIID [87] ) is yet to be studied for the purpose of dementia diagnostics in individuals with ID. However, the CCIID has been validated in adults with ID. Moving forward, this battery should be assessed in a demented ID sample before clinical utility. Similarly, the Das Naglieri Cognitive Assessment System is yet to be assessed comparing ID dementia cases to ID controls. Das et al. [36] assessed cognitive decline as a result of aging that occurs among adults with DS with this test battery and showed the battery to be effective at detecting age-related cognitive decline. However, research has not yet assessed its utility in discriminating between dementia cases and controls in an ID or DS sample. Therefore, further research would need to be carried out to determine this battery's usefulness in aiding with dementia diagnosis.
Test batteries assess a range of cognitive abilities without relying on informants. Consequently, to best inform dementia diagnostics administering a test battery longitudinally can highlight any decline and track cognitive functioning in the years before dementia onset to best aid a clinician in making a diagnostic decision. Test batteries, however, do have numerous practical implications that need to be considered. Many require touch screen laptops, which are costly if the technology is not already available to the clinician. The laptops would also need to be near an available plug socket to administer tests without interruption, which might not be practical in an applied setting, which limits their potential utility. Paper and pen forms of certain cognitive tests are available, so if it is not feasible to have technology then the same concept of assessing a range of cognitive functions can be applied.
The direct tests and informant reports recommended above and described in the tables can help in deciding which tests to administer. However, comparing dementia cases to controls before clinical utility is advised where limited evidence is available on use for people with ID, which is often the case for numerous instruments presented throughout this review. Likewise, it must be noted that all test batteries presented require further testing to validate their clinical utility in an appropriate sample, particularly those with concerns noted above.
Combining methods
Previous reviews argue that a combination of methods can best inform dementia diagnosis in individuals with ID (e.g., Burt et al. [120] ). Johansson et al. [106] describe how cognitive testing and informant interviewing could be the most effective way to combine methods and gain a full clinical picture. Combining methods for diagnosis, although effective, may be time consuming, and therefore the combination of methods chosen need to be carefully considered. This further supports the recommendation of the use of a test battery to aid diagnosis, as a number of batteries presented contain informant reports as well as cognitive assessments.
Limitations of this review
This review has some limitations. Most notably, instruments that compiled the test batteries were not evaluated individually as direct cognitive tests. To improve this research, instruments used within the batteries could be assessed individually as well as part of the battery. However, owing to the benefits highlighted in this review of test batteries, it was felt that test batteries would be of more benefit to clinicians to be presented as a whole.
Conclusion
In summary, it can be recommended that when diagnosing dementia in individuals with ID test, batteries can offer the most informative assessment of cognition. This could be alongside informant reports or a battery that contains informant reports to provide valuable information on the daily functioning of the individual as well as an overall assessment of cognitive functioning. Tables provided highlight previous validation of test batteries, and before selecting a battery clinicians should review literature presented. Particularly considering the length of the test battery, the level of ID of the individual being assessed and the setting in which the instrument will be administered. It may be advised to complete a shorter instrument when the ID is more severe. In this case, the CCIID or the SIB each takes 30 minutes or less to administer. Nonetheless, breaks should be offered to participants throughout testing, and it is always possible to split testing sessions into multiple shorter sessions.
Completing a test battery that covers both informant reports of daily functioning and assesses a full range of cognitive abilities is advised. This can enable clinicians to gain a more in-depth account of a participant's functioning and symptoms, hence can best inform a decision regarding dementia diagnosis.
RESEARCH IN CONTEXT
1. Systematic review: A systematic literature search was conducted in four databases (PubMed, Science Direct, Google Scholar, and PsycInfo). Studies were identified and selected using predefined inclusion and exclusion criteria; coded and classified according to assessment type by two independent researchers, with a third consulted when discrepancies arose.
2. Interpretation: The review collates diagnostic instruments and presents strengths and weaknesses of each type of assessment and each individual test. Findings indicated that test batteries to offer the most practical and efficient method of assessment. The variation in areas of functioning affected by dementia in individuals' with ID can be assessed with a battery to best inform a clinician's decision.
Future directions:
The review proposes specific test batteries that could be most beneficial; however, small sample sizes in cited studies suggest that further studies need to investigate the use of these batteries in larger samples of individuals with ID to better highlight diagnostic potential for each test.
